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FOR COLLEGE 
MEETING ANNOUNCED 


Have you made 
your reservations 
for the meeting of 
the American Col- 
lege of Chest Physicians? If you have not 
already written for your hotel accommoda- 
tions, we urge that you do so without further 
delay. The Fifth Annual Meeting of the 
American College of Chest Physicians will be 
held this year at the Chase Hotel, St. Louis, 
Missouri, May 13-14th. 

The Scientific Program Committee an- 
nounces the following speakers for the after- 
noon of Sunday, May 14th: 

l. “Bronchiogenic Carcinoma” 
Evarts A. Graham, M.D., F.A.C.S., Profes- 
sor of Surgery and Chief of Department 
of Surgery, Washington University, St. 
Louis, Missouri. 

2.“The Use and Abuse of Artificial 
Pneumothoraxr” 
Louis Mark, M.D., F.A.C.P., Medical Direc- 
tor, Rocky Glen Sanatorium, Columbus, 
Ohio. 

3. “Further Experience in Intrapleural 
Pneumolysis” 
Ralph C. Matson, M.D., F.A.C.P., F.A.CS., 
Professor of Thoracic Surgery, University 
of Oregon, and Medical Director of the 
Portland Open Air Sanatorium, Portland, 
Oregon. 
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4. “Body Section Radiography, with Especial 


Reference to the Control of Collapse 
Therapy” 

Warren C. Breidenbach, M.D., F.A.C.P., 
Medical Director, Stillwater Sanatorium, 
Dayton, Ohio. 

The completed program, together with the 
names of the physicians who will discuss these 
papers, will be announced in a later issue of 
this journal. 

Committee on Scientific Programs 
Fifth Annual Meeting of the 
American College of Chest Physicians 
H. I. Spector, M.D., Chairman, St. Louis, Mo. 
Wm. W. Buckingham, M.D., Kansas City, Mo. 

Elmer E. Glenn, M.D., Springfield, Mo. 

Lawrence D. Schlenker, M.D., St. Louis, Mo. 

R. B. H. Jr. 

Dr. Jos. F. Bredeck, 
Health Commissioner 
of St. Louis, will be the 
guest speaker at the 
Fifth Annual Luncheon 
Meeting of the Amer- 
ican College of Chest Physicians to be held 
at the Chase Hotel. St. Louis, on May 14th. 
Dr. Bredeck will speak on the very timely sub- 
ject of “Controlling Pneumonia in St. Louis.” 
St. Louis has, through its Department of 
Health, conducted an active campaign for 
the control of pneumonia, and Dr. Bredeck’s 
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paper on this topic should prove most in- 
teresting. For further information on the 
meeting, watch for the future issues of Dis- 
eases of the Chest. R. B. H. Jr. 


COLLEGE WILL 
SHOW EXHIBIT 
IN SCIENTIFIC 
SECTION OF 

A. M. A. MEETING 


Dr. H. I. Spector, St. Louis, 
Missouri, Chairman of the 
Committee on Scientific 
Programs of the Amer- 
ican College of Chest 
Physicians is preparing 
an exhibit which will be shown in the Sec- 
tion on Scientific Exhibits of the American 
Medical Association Meeting at St. Louis, May 
15-20th. 

The exhibit of the College for this year will 
be entitled, “Differential Diagnosis of Pleurisy 
With Effusion.” The exhibit will consist of a 
series of some one hundred roentgenograms 
of the chest, accompanied by a brief history 
of each case and with autopsy findings in 
some cases. They will illustrate about twenty 
different types of underlying pathologic 
lesions of the chest causing the effusion. The 
exhibit will attempt to demonstrate that a 
diagnosis of pleurisy with effusion is an in- 
complete diagnosis unless the underlying 
pathologic lesion is recognized and included 
in the diagnosis. R. B. H. Jr. 


PREVENTORIA Dr. Jay Arthur Myers, one 

of the Greatest Anti-Tuber- 
culosis Crusaders, in his paper, Treatment, 
Prognosis, and Prevention of First Infection 
Type of Tuberculosis, (J. Lancet, Minn., Jan. 
1, 1936), discusses Calmette’s work with 
B.C.G. He states, “Without sufficient knowl- 
edge of the potentialities, Calmette and his 
collaborators started a huge experiment, that 
is, they introduced B. C. G. into the bodies 
of large numbers of infants and children. This 
experiment is now in progress, but, unfor- 
tunately, it will require at least two more de- 
cades before one can even begin to draw con- 
clusions concerning the ultimate result of 
the introduction of a virulent living tubercle 
bacilli into the human body.” 

We heartily agree with Doctor Myers’ con- 
servatism, and wish that he could extend that 
conservatism to the conclusions he draws from 
his Lymanhurst Studies. We believe that it is 
unwise to draw conclusions detrimental to 
the work of the properly conducted Preven- 
torium until after those same two or more 
decades of follow-up of Preventorium Child- 
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ren is observed. 
The fact that the children who have hy 


and have not had preventorium treatmen > 


all appear to be alike during the period bp. 
tween childhood and adult tuberculosis, is pn) 
indication that the adult course will be th 
same. Furthermore, there has been no satis. 
factory system of controls, in that the amouy 
of original infection in the individual canng 
be determined by any known means. It ; 
probable that the child with the greatest ty. 
berculosis infection load will, on the averag 
be more likely to evince symptoms and, there. 
fore, be more likely to receive parental cop. 
sent to preventorium treatment. 

Uncritical criticism of the Preventorium 
doing harm. F. W.B. 


BEDS FOR THE In spite of the fact that the 
TUBERCULOUS’) death rate from tuberculo- 

Sis is being reduced annual- 
ly, there is greater demand for tuberculosis 
beds. It is a well-known fact that in thos 
states and communities whose bed capacity 
equals one or more per annual death, the re- 
duction in death rate is most marked. While 
in the communities where the number of 
beds is less than one, there has been little re- 
duction in the death rate. When a study of the 
reduction in the death rate is thorough, one 
finds that the reduction is mainly among 
those whose ages are from 1 to 15 years, and 
those beyond 45. 

Tuberculosis is still the greatest cause ol 
death between the ages of 15 and 45. Persons 
of these ages are most likely to avail them- 
selves of tuberculosis beds; and when one 
considers this age group and compares it with 
the number of beds available, one is impressed 
with the marked shortage even at the present 
time. 

Many authorities have come to believe that 
if we are to make further progress in the re- 
duction of the death rate, the ratio of two 
beds per death, instead of one should be the 
minimum. In many communities, the waiting 
lists are even large where there are two beds 
per death. 

In those states and communities where 
there is now less than one bed per death, the 
condition can only be improved by the medi- 
cal profession being aroused to the point 
where it will demand legislation to meet this 


emergency. There is no question but what the 
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» greatest handicap in the reduction of the 


death rate and eventual eradication of tu- 
perculosis, is a shortage of hospital beds. Any 
attempt to control the dissemination of tu- 
perculosis must prove ineffective so long as 
the unhospitalized patients continue to spread 
the disease in a community. 

There are certain states and counties which 
are not using beds that are available in pri- 
vate sanatoria and hospitals, although their 
state and public sanatoria all have large 
waiting lists, while in other states, all avail- 
able beds are used, whether private or public. 
Besides the fact that there is a shortage of 
public beds, there is a marked lethargy on 
the part of the medical profession and the 
public in certain states toward the tubercu- 
losis control problem. Where such a lethargy 
exists, the Fellows of the American College 
of Chest Physicians can do a great service 
by enlisting the interest of the profession in 
bringing about tuberculosis control legisla- 
tion. C.M.H. 


THE At the present time it is es- 
FLUOROSCOPE sential, if not imperative, 

that every doctor who pur- 
poses to do creditable chest work, have a 
fluoroscope in his office. The x-ray films may 
be made and developed in some other place 
that is conveniently near; but the fluoro- 
scope should be a part and parcel of the of- 
fice equipment; and its use a routine pro- 
cedure in the office examination. 

After the installation cost of the fluoro- 
scope there is little or no maintenance ex- 
pense, and it is always available at a mo- 
ment’s notice. With practice, considerable 
proficiency may be acquired in making the 
fluoroscopic examination, and an extraordi- 
nary amount of lung detail can be seen. The 
lighting up of the apices after cough is an 
important observation as the failure to do so 
is often indicative of apical disease. The 
movements of the heart, diaphragm and great 
vessels are ideally studied under the fluoro- 
scope. Also, the shifting of fluid levels are best 
Observed this way. The fluoroscope in con- 
junction with the Mantoux test affords a 
most reliable method for screening out sub- 
jects in case finding surveys. 

Some emphasis must be placed on the pro- 
per preparation of the eyes before engaging 
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in making a fluoroscopic examination. If this 
is neglected, then a poor or mediocre exam- 
ination follows; and at times becomes an 
empty gesture. The eyes must be thoroughly 
accommodated and this takes several min- 
utes or longer in the dark room. On cloudy 
days, proper accommodation is more quickly 
obtained than on bright sunny days. Wearing 
goggles or dark glasses will considerably shor- 
ten the time necessary to remain in the dark 
room. 

To repeat, if creditable chest work is to be 
done; then it demands the routine and the 
proper use of the fluoroscope. C.H.H. 


TUBERCULOSIS Much progress has been 
AND THE LAW made in securing tubercu- 

losis legislation. Every state 
now has on its statute books, laws relating 
to tuberculosis. In a few states, all phases of 
the tuberculosis problem are covered by some 
form of legislation, but in many states, the 
laws on this subject are still meager. 

Legislative activities along these lines will 
be required for many years, not only in order 
to obtain new laws for the control of tuber- 
culosis where none have existed, but to 
change or amend old laws so that they will 
conform to scientific and sociological ad- 
vancement. 

Some states are handicapped because of 
constitutional limitation. These states will 
necessarily be the last to provide proper tu- 
berculosis control laws. The reason for this 
is the slow process of constitutional amend- 
ments which will have to be voted by the 
people, before their legislature can pass laws 
providing more money for tuberculosis beds, 
maintenance of same, case finding, field 
work, insurance against wage loss during 
sickness, rehabilitation, etc. 

Here again, the Fellows of the American 
College of Chest Physicians, can take the 
lead and bring about the necessary changes 
by working through the medical profession 
in their states. The state medical associa- 
tion in any state can convince the proper 
authorities on any public health problem. 

The college has much to do if tuberculosis 
control is to be accomplished in this country 
by studying and instituting the Pennsylvania 
Plan, and making it conform to the problems 
which exist in any state. C. M. H. 
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HIS paper does not purport to be a treatise 

on the subject of pleurisy. It is my inten- 
tion only to call attention to the more salient 
points in the diagnosis and management of 
that stage of the disease known as pleurisy 
with effusion. Its importance as a symptom 
of more serious and underlying pathology and 
the relative frequency with which it is en- 
countered by the practitioner seem to me to 
make it worthy of discussion. 

Pleurisy has been variously classified ac- 
cording to etiology, anatomy, etc., but no one 
of these classifications is entirely satisfac- 
tory. A standard medical dictionary lists 35 
different types of the disease. For our pur- 
pose we need consider only the three major 
general types, (1) fibrinous (dry) pleurisy; 
(2) serous or serofibrinous pleurisy (pleurisy 
with effusion); and (3) purulent pleurisy 
(empyema); all of which may be considered 
as various stages of the same process. The 
onset may be so sudden, however, that the 
first and even the second stages may be un- 
recognized. Pleurisy with effusion represents 
the second stage in the development of the 
disease and is, perhaps, the most important 
from the standpoint of its present and future 
significance to the patient. 

The classical subjective and objective phys- 
ical signs and symptoms of pleurisy with ef- 
fusion are familiar to us all. The past and 
present history of the patient is also of great 
value. However, even with these definite signs 
to guide us, we sometimes find ourselves in 
error. An effusion of 250 cubic centimeters 
of fluid may very easily escape detection by 
physical examination, for if the chest is free 
of adhesions the fluid usually occupies the 
inferior posterior portion of the chest and 
as a result influences very little the lower 
limit of pulmonary resonance. In every case 
a roentgenological study of the chest should 
be made. The final proof of the existence of 
an effusion is, of course, the aspiration of 
some of the fluid. 

Aspiration should be done in all suspected 
cases; if the first attempt is unsuccessful, 


Rees-Stealy Clinic. 
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Pleurisy With Effusion 


RUFUS A. SCHNEIDERS, M.D." 
San Diego, California 
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repeated attempts should be made in othe; 
locations with larger needles. The procedur 
subjects the patient to practically no dap. 
ger or discomfort. Occasionally, a so-calle; 
blocked pleurisy is encountered as in cases of 
splenization of the lung from recent acute 
pleurisy and in cases of sclerosis of the me. 
diastinal and diaphragmatic costal walls jp 
chronic pleurisy. In this type of pleurisy 
only a few cubic centimeters of fluid cap 
be aspirated because of the rigidity of the 
walls of the pocket. In pleurisies called “ip- 
evacuable without entrance of air into the 
pleural space,” the fluid can be easily eva- 
cuated by the two-needle method of aspira- 
tion, that is, by inserting one needle severa! 
interspaces above the regular aspirating 
needle so that air is permitted to enter the 
pleural space; a free flow of the fluid will 
result. 


When the presence of an effusion has been 
established, the causative factor must be de- 
termined. This is a very vital point in the 
management of the condition because to a 
certain extent the treatment depends upon 
the cause. We all have a tendency to treat 
the symptoms and leave the underlying of- 
fender free to go its own way. Then we wonder 
why our efforts are in vain. 


Tuberculosis is the most frequent causa- 
tive factor; some authorities state that as 
high as 90 per cent of the pleural effusions 
are tuberculous in nature. Therefore, no mat- 
ter whether the onset be insidious or sudden, 
tuberculosis should be suspected first as the 
etiological agent. The remaining 10 per cent 
may be secondary to a number of different 
conditions and these must be ruled in or out. 
The point I wish to emphasize is that a pain 
anywhere in the chest should be thoroughly 
investigated. It may be only muscular in ori- 
gin or it may be the forerunner of serious 
cardiac, lung, or other disease. Our investi- 
gation as to the cause of it should not cease 
with the subsidence of the pain. 


The character of the aspirated fluid—se- 
rofibrinous, hemorrhagic or purulent—vill 
be apparent upon aspiration. A careful com- 
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plete history and physical examination will 
often give us a clue as to the possible causa- 
tive factor, as in cases of heart disease, rheu- 
matic fever, etc., and routine laboratory tests 
such as a blood count, urinalysis, Wassermann 
test, Widal test, etc., may establish or rule 
out an effusion caused by nephritis, syphilis, 
typhoid fever, etc. The presence of an hydatid 
cyst is frequently revealed on the roentgeno- 
gram. In cases of malignancy in which hemor- 
rhagic fluid is present, the malignant cells 
may often be found in a frozen section of 
the centrifuged material of the aspirated 
fluid. A tuberculin test should, of course, be 
made. A negative reaction is of considerable 
value in that it helps to rule out tuberculosis 
as the causative factor; a positive reaction 
points to the possibility of a tuberculous ori- 
gin, but is not conclusive evidence of it. Direct 
stained smears are of value in some cases of 
tuberculous effusion, but even on these the 
tubercle bacillus is demonstrated only in 
about 2 per cent of all tuberculous cases. 
Cytodiagnosis, which is based on the leu- 
cocyte count, has attracted much attention 
in the past but has proved to be of little value. 
Inoculation of guinea pigs with the aspirated 
fluid reveals the presence of tuberculosis in 
from 62 to over 85 per cent of the tubercu- 
lous cases. This is a slow method of diagnosis. 
but it is the most accurate method we have 
and, in my opinion, is most important because 
of the importance of tuberculosis as the etio- 
logical agent. 


It should be emphasized that whenever the 
etiology of a pleural effusion remains obscure 
the patient should be given the benefit of 
the opinion of a competent lung specialist. 

The literature and the various text-books 
reveal a diversity of opinion regarding the 
treatment of pleurisy with effusion. It is 
wise to assume, unless it can be definitely 
disproved, that a patient with a pleural ef- 
fusion which has developed spontaneously, 
is suffering from active tuberculosis of the 
lungs, pleura, or neighboring lymph glands. 

Several months may elapse before the tu- 
berculous lesion can be demonstrated. There- 
fore, as long as fever is present, the patient 
should be given the benefit of bed rest, plenty 
of fresh air, a high caloric, easily-digested 
diet, and a long period of observation. 
Symptomatic treatment should be instituted 
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so that he may be kept as comfortable as 
possible. Wet and dry cupping, too-tight 
strapping or binding of the chest to relieve 
pain, blistering, etc., are to be condemned. 
Counter-irritation by means of mild poultices 
and physical therapeutic lights sometimes 
seems to relieve the pain. Saline purges and 
moderate restriction of fluids by mouth may 
aid somewhat in getting rid of excessive 
fluid, but it is doubtful whether intravenous 
injections of calcium chloride are of value. 

A difference of opinion exists as to the time 
of aspiration of pleural effusions and the 
amount of fluid to be aspirated. The majority 
of phthisiologists believe that in a case of 
tuberculous serofibrinous pleurisy, which is the 
type of effusion most frequently encountered, 
aspiration should be done as early and as 
completely as possible and that it should 
be repeated as often as is necessary to keep 
the chest practically free of fluid. Of course, 
in cases of massive effusion, it is best not to 
remove over 1000 cubic centimeters of fluid 
on the first day because of the possibility of 
shock, etc. The remainder of the fluid, or por- 
tions of it, may be aspirated on the following 
days. 

A discussion of the many techniques and 
types of apparatus for aspiration is not nec- 
essary here. It is sufficient to say that in 
cases of large effusion without adhesions it 
is usually best to insert the needle in the 7th 
or 8th interspace in the posterior axillary 
line or in the 5th or 6th interspace in the 
midaxillary line. The point of insertion of 
the needle or trocar must of course be chosen 
to fit each individual case. 


It is very important that part of the as- 
pirated fluid be replaced by air. This is es- 
pecially necessary in cases of a tuberculous 
nature in order to prevent the formation of 
adhesions. If there is no air replacement, ad- 
hesions form very quickly and make it im- 
possible to obtain pneumothorax collapse for 
the control of the tuberculous disease which, 
after aspiration of fluid, is revealed only too 
frequently on the recheck x-ray film. 


Air replacement also makes possible the 
detection of tumors, aneurysms, etc., since 
by placing the patient in various positions, 
roentgenograms may be taken with the fiuid 
at different levels. 


Finally, air replacement in cases of aspira- 
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tion of large amounts of fluid prevents a too 
sudden shifting of the organs, thereby pre- 
venting shock and discomfort, which might 
otherwise ensue. 

In conclusion, the following points should 
be emphasized: 

1. Pleurisy, regardless of the type or the 
amount of disability it causes, is a serious 
condition which very frequently is the fore- 
runner of grave and prolonged disease. Con- 
sequently, its etiology should be definitely 
determined. If there is any doubt on this 
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point, consultation with a specialist in dis. 
eases of the chest should be requested. 


2. Guinea pig inoculation tests should be 
carried out in all instances in which the 
etiology remains obscure and especially jp 
those patients in whom a clear serofibrinoys 
fluid has occurred in an apparently spon- 
taneous manner. 


3. Part of the aspirated fluid should be 
replaced with air in all cases until the etiology 
has been definitely established. 


Interpreting Symptoms and Diagnosis of 
Tuberculosis to the Everyday Citizen” 


H. I. SPECTOR, M.D.. F.A.C.P. 
St. Louis, Missouri 


|N ORDER to understand the viewpoints ex- 

pressed in this paper, it will be necessary 
for me to define what we mean by the every- 
day citizen. The everyday citizen is to be 
found, first, in the home; second, in industry: 
third, in public places; fourth, on the streets. 
The everyday citizen may be looked for in all 
walks of life—among the laborers and the 
manufacturers, the bankers and the hobos, 
the housewives and the clubwomen, the maids 
and the college girls, the professors and their 
students, the lawyers and their clients, and 
the physicians and their patients. 

The everyday citizen must be vitally con- 
cerned with tuberculosis and its control, be- 
cause tuberculosis may affect him directly 
or indirectly. For instance—he may, himself, 
be suffering from the disease; he may be a 
contact of one suffering from tuberculosis in 
the home; he may have friends with tuber- 
culosis; or he may be indirectly concerned 
through the medium of taxes for maintain- 
ing the sanatoria, clinics, public health nurses, 
etc. 

In other words, interpreting tuberculosis to 
the everyday citizen simply means interpret- 


An address delivered at the Mississippi Valley Con- 
ference on Tuberculosis, September 23, 1938, St. 
Louis, Mo. 

From the Chest Clinics of the St. Louis Health 
Division and the Chest Clinic of the Desloge Hos- 
pital (a part of the St. Louis University Group of 
Hospitals). 


ing tuberculosis to three different groups in 
the community, namely, the everyday citizen, 
who thinks that tuberculosis does not concern 
him; the patients with tuberculosis; and the 
immediate contacts of those patients. 

I shall discuss the subject from the view- 
points of these three groups. 

We are all familiar with the mistaken ideas 
that the layman holds regarding tuberculosis. 
It is important to interpret tuberculosis to 
him scientifically, clearly and in a popular 
way. We must explain to him that tubercu- 
losis is not inherited, that touching a person 
who has tuberculosis does not transmit the 
disease to the one who doesn’t have it, that 
not everyone who coughs has tuberculosis, 
that a positive tuberculin test does not mean 
active tuberculosis, etc. 

For the purpose of protecting the newly 
diagnosed tuberculous individual from the re- 
sults of misunderstanding, usually based on 
either inherited prejudicial ideas or ignor- 
ance of the facts. we must impress the every- 
day citizen with the fact that, while tuber- 
culosis is an infectious disease, it is not infec- 
tious in the same sense that Measles, Scarlet 
Fever or Smallpox are. Above all, we must 
avoid the development of phthisio-phobia 
among the everyday citizens. 

Unquestionably, popular lectures to the lay- 


men, such as have been recently tried out in {| 


the State of Kansas, through the efforts of 
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the Kansas State Tuberculosis Society, will 
pe of great aid in overcoming these inherited 
misunderstandings. To such audiences we 
must bring the message of tuberculosis from 
the factual angle and not from the exagger- 
ated or phobic one. It must be brought in a 
form that the ordinary layman can consume; 
it must be impressive enough to cause him 
to take notice of the situation in his own 
community and in his own place of employ- 
ment. We must acquaint him with the fact 
that no one is immune from developing the 
disease, that tuberculosis is a great imitator 
and can at times assert itself in the lungs in 
such a way that the patient does not know 
anything about the impending tragedy that 
faces him. The message must be informative, 
accurate, devoid of exaggeration, helpful and 
stimulating enough to convince the listener 
that he ought to take stock in his own family. 

It makes very little difference whether we 
believe in the reinfection theory from within 
or from without; the fact remains that active 
tuberculosis is an infectious disease which 
does occur at all ages and, frequently, in more 
than one member of the family. 


From the viewpoint of public health con- 
trol, we are primarily interested in discover- 
ing the cases early in the disease and insti- 
tuting measures to avoid spreading of the 
disease. We must, therefore, impress upon the 
everyday citizen that the control of tuber- 
culosis is everyone’s job, that a diagnosis of 
tuberculosis in a community may concern him 
directly or indirectly and that for this reason 
the everyday citizen must provide facilities 
for treatment and hospitalization of the cases 
with active disease, not only for his own pro- 
tection, but because of humanitarian reasons. 

In interpreting the symptoms and diagnosis 
to the layman we must impress upon him that 
no one is exempt from developing the disease, 
that his friends, relatives and immediate 
family are as prone to contract and develop 
tuberculosis as hundreds of others have. He 
must be informed as to the urgency of early 
diagnosis and the significance of neglect in 
this regard. 


In interpreting symptoms and diagnosis to 
the patient we have five objectives: First, to 
convince him of the diagnosis; second, to en- 
Courage him to take immediate treatment: 
third. to impress him, for the sake of his fam- 


ily, with the infectious nature of tuberculosis; 
fourth, to solicit his help in urging the exam- 
ination of his contacts; and fifth, to encour- 
age him, as much as possible, from the prog- 
nostic angle. 

Our first duty is to tell the patient, as well 
as his family, the truth as to the diagnosis. 
To my Knowledge no patient likes deceitful- 
ness as far as diagnosis is concerned. He pre- 
fers to know the truth about his disease rather 
than to be misled by some meaningless diag- 
nosis. Let me offer you proof in this regard 
through the testimony of 1238 patients now 
in the sanatoria of Missouri, as gathered re- 
cently through the medium of a questionnaire. 

The results of this study can be seen in the 
following table: 


FIGURES TABULATED FROM ANSWERS 
OF 1,238 PATIENTS 
In Municipal, City and State Tuberculosis 
Sanatoria 
1. Do you think that the doctor should tell or 
should not tell the patient that he has 
Tuberculosis? 


Should: 1184 — 95.6% 
Should not: 24— 2.0 
Depends on patient: 29— 2.3 
Don’t know: 1— 1 
1238 


2. Would you much rather not know that 
you have tuberculosis? 


Rather know: 1107 — 89.4% 
Rather not know: 130 — 10.5 
Not answered: 
1238 


3. Do you think that by not knowing the 
nature of your disease you would improve 


faster? 
No: 1059 — 85.5% 
145 — 11.7 
Depends on patient: 7I— 6 
Don’t know: 27— 2.2 
1238 


4. Were you much upset when you found out 
you had tuberculosis? 
Yes: 640 — 51.7% 
No: 593 — 47.9 
Not answered: 5— 4 


1238 
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5. Did learning the name of your disease 
make your condition worse? 
No: 1106 — 89.3% 
Yes: 119— 9.6 
Don’t know: 13— 1.1 


1238 


6. Did your first doctor recognize the nature 
of your disease? 
Yes: 726 — 58.6% 
No: 475 — 38.4 
Don’t know: 37— 3.0 


1238 


You will see from these answers that 
the patients prefer the truth and are not 
made worse by knowing the truth. 


Of course, the diagnosis must be told them 
in a gentle way, in a sympathetic way and 
in an encouraging way. You must dispel from 
their minds some of the public notions re- 
garding tuberculosis. They must be told that 
tuberculosis is not an inherited disease, that 
blood spitting does not necessarily mean that 
the disease is in the last stages. For the pro- 
tection of the other members of the family, 
they must be further impressed with the fact 
that they have more than a nervous break- 
down or a run-down condition or a weak 
spot in the lung, but that they have tuber- 
culosis which is an infectious and communi- 
cable disease; that precautions must be taken 
not to transmit the disease to the other mem- 
bers of the family, especially the children. 
They must be convinced of the diagnosis and 
of the infectiousness of the disease and avoid 
prolonged intimacy with other members of 
the family. 


In my own practice, I have been in the 
habit, after explaining the symptoms to the 
patient, to show him the x-ray film and even 
the tubercle bacilli that I have found in his 
sputum under the microscope. These tech- 
niques of convincing the patient are always 
effective, for when the patient sees his own 
disease he is more likely to accept the diag- 
nosis and its meaning and is less likely to go 
medical shopping in order to obtain a more 
pleasant diagnosis. I have yet to see a patient 
collapse because of learning the true diag- 
nosis. I have, of course, seen tears, I have 
heard several patients threaten to commit 
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suicide, but I have not yet seen one patient 
carry out this threat. From my observations 
I am of the opinion that patients prefer 
knowing the truth about their condition ang 
dislike and resent misleading substitutions 
It is well for the physician, public health 
nurse or social worker to remember that the 
tuberculous patient is generally optimistically 
inclined. It is for this reason that encourag- 
ing words as to the ultimate recovery rapidly 
neutralize the sad experience of learning of 
the unpleasant diagnosis of tuberculosis. En- 
couraging words as to the recovery from tu- 
berculosis should be given freely to the pa- 
tient concomitant with the diagnosis. 


To the family of the patient, we must im- 
press the fact that a tuberculous patient is 
not an outcast, that only the careless con- 
sumptive and the uncooperative one is a men- 
ace to the family. We must impress upon 
them that it is not absolutely necessary to 
send these patients West in order to get well 
from tuberculosis, for, as Lawrason Brown 
once said, “at home or abroad, in the desert 
or on the ocean, in the lowlands or upon the 
mountains, patients may do well as they re- 
cover anywhere and everywhere, for it mat- 
ters not where, but how they live.” We must 
explain to them the object of treatment—that 
despite the fact that the patient looks phys- 
ically well—his lungs are diseased and rest 
is necessary. We must emphasize to them the 
fact that a diagnosis of tuberculosis in one 
member of the family means that there may 
be other members of the family with the dis- 
ease and that a routine examination of the 
whole family is essential for the safety of the 
family. We must impress upon them the im- 
portance of frequent examination of contacts 
as long as exposure to the active case con- 
tinues. 


It is advisable to explain to contacts the 
early symptoms of tuberculosis and that oc- 
casionally active disease may exist in one’s 
body without impressing symptoms and for 
this reason a routine examination, a routine 
tuberculin test and an x-ray film should be 
taken as frequently as indicated in the par- 
ticular cases. 


The contacts and the everyday citizens in 
the community should be informed further 
about the common symptoms of tuberculosis 
—such as the danger of coughs that hang on, 
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whether in winter, spring or summer. They 
should be told that transient hoarseness may 
signify a beginning tuberculosis of the throat, 
that frequent pains in the chest may sig- 
nify a tuberculous pleurisy, that frequent 
colds may be due to a low grade active tuber- 
culosis, that blood spitting, in most cases, is 
due to tuberculosis, and that afternoon fever 
is frequently found in active tuberculosis. 

To the everyday citizen who is an Official 
of an appropriating body, or a member of a 
legislative body, special educational tech- 
niques must be employed for obvious reasons. 
To this type of everyday citizen sentiment 
does not always appeal. Figures and facts 
based on annual costs of maintaining a pa- 
tient in an institution, figures and facts based 
on the loss to a community because of sick- 
ness from tuberculosis are strong arguments 


for passing legislation for the adequate con- 
trol of tuberculosis. 

To the everyday citizen in industry it is im- 
perative to explain that patients with arrested 
disease are not a menace to anyone; that 
such people, because of their handicap, make 
loyal employees; and that, because of the 
guarded life that they lead, make more ef- 
ficient and trustworthy employees. 

In the final analysis, interpreting symptoms 
and diagnosis to the everyday citizen has for 
its objective a broader and more sympathetic 
understanding of the obligations on the part 
of the patient to his immediate family and 
the community in general, and on the part 
of the everyday citizen of the community to 
the patient and his family, so that each can 
respect and protect the interest of the other. 


622-24 University Club Bldg. 


A Plan for the Control of Tuberculosis 
in Rural Communities 


JAMES H. McNEILL, M.D. 
North Wilkesboro, North Carolina. 


ITH THE belief that tuberculosis can be 

controlled if communities will cooperate 
in its eradication, if diagnosis is early and if 
treatment is prompt and adequate, we have 
evolved a plan which we believe will eventual- 
ly make the disease much less frequent. 

Our plan consists of three phases: namely, 
(1) Community education, (2) Early diag- 
nosis, and (3) Adequate treatment. 

The community education is left largely to 
our county health office. Every effort is made 
to get our people to realize that tuberculosis 
is not a disgraceful or shameful disease, but 
an unfortunate state which can be controlled 
and prevented. Here, as in nearly all parts of 
the country, people frequently try to hide the 
presence of tuberculosis in the family, as they 
fear that if such knowledge gets out they will 
be ineligible for work in factories and other 
public works. 

Education is attempted by several means. 
For those who want it, literature (published 
by the United States Public Health Service 
and by the state) is available. An effort is 
made to get this literature into the hands of 


all families in which tuberculosis exists and 
into the hands of all who come in contact 
with the disease. 

By newspaper articles in the county papers, 
we try to tell our people what tuberculosis 
is, and how it can be diagnosed and treated. 
The community is told of the early symptoms 
of tuberculosis and it is urged that people in 
contact with the disease, or people having 
some of its early signs go to their physician 
for diagnosis. Our people are assured that, 
with early diagnosis, much can be done to 
arrest the progress of the disease and every 
effort is made to remove-from the lay mind 
the gloomy prognosis that tuberculosis has 
formerly had. As in the present publicity 
campaign against syphilis, we are trying to 
bring the disease out into open daylight. 

Nothing, so far, has been done in the way 
of giving lectures at public meetings, but 
much has been done by conversation with our 
patients. These talks follow the lines of the 
newspaper articles. Again, our patients are 
told that there is no need to be ashamed of 
having tuberculosis, but that it is shameful 
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to spread it to innocent contacts. 

Early diagnosis is attempted by three 
means. First, our practitioners of medicine 
are made “tuberculosis conscious.’ They are 
asked to regard with suspicion all patients 
who complain of loss of weight. low grade 
fever, easy fatigueability, or any of the other 
early signs of tuberculosis. The x-ray is being 
used much earlier when any symptoms are 
found. From sad experience we are learning 
that “Early tuberculosis should be seen and 
not heard,” as we have all been startled by 
x-ray plates showing extensive involvement 
when no physical signs were present. 

Our second means of early diagnosis is the 
use of the tuberculin test among school child- 
ren. This work is done by our county health 
officer and his assistants. It is done system- 
atically in all the schools of the county every 
year. No effort is made to test all the school 
children, as it is felt that this would be need- 
less. The health officer makes a routine check- 
up of all children annually to find gross phys- 
ical defects such as malnutrition, bad tonsils, 
deafness, poor vision, etc. Children who are 
found to be more than 10 per cent under 
standard weight are tuberculin tested, if the 
parents will give their consent. As in all com- 
munities, there are always a few parents who 
are non-cooperative—usually from fear of 
putting the “stigma” and ‘shame” of tuber- 
culosis on their children. As a whole, little 
difficulty is encountered along these lines. 
A second group that is tested consists of 
known contacts. As tuberculosis is a report- 
able disease in this state, all tuberculous fam- 
ilies are Known to the county health office. 
Members of these families attending school 
are urged to have the test whether they are 
under weight or not. 

When a child is found to have a positive 
tuberculin reaction, his family is notified of 
that fact and they are asked to have him 
x-rayed and observed by the family physi- 
cian. Treatment for those found to be tuber- 
culous will be gone into later. X-rays are 
made by our local hospital, for full price when 
the patients are able to pay, and at actual 
cost when they are not. Neither the county 
nor the state has set aside any funds for. pay- 
ing for these x-rays. 

Our third means of early diagnosis consists 
of the fluoroscopic clinic held in our county 
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seat each summer. This service is rendered 
by our state sanatorium. One of the sanga- 
torium’s physicians, skilled in fluoroscopic 
diagnosis, is sent to us with a portable fluoro- 
scope. He stays here from one to two weeks, 
the number of patients to be examined dic- 
tating the length of his stay. This clinic costs 
neither the county nor the patient a cent, 
but is a part of our state’s effort to bring tu- 
berculosis under control. 

Prior to the coming of the fluoroscopist, 
all the doctors in the county are notified of 
the date of the clinic and are urged to tell 
patients whom they suspect of having the 
disease, all contacts, and all who have had 
tuberculosis, to appear. 

Further publicity is given by frequent news- 
paper announcements of the dates. This pub- 
licity is designed to catch those who have no 
regular family physician. It is surprising how 
many people will come in without being sent. 

All known contacts receive a letter from 
the county health officer urging them to come 
in for an annual check-up. In addition to 
these. all patients resident in our local tu- 
berculosis hut are brought in for a check-up. 

All patients, whom the fluoroscope shows 
to have either definite or suspicious lesions, 
are referred to our local hospital for chest 
plates. Here again, there is no financial pro- 
vision for taking these pictures, so the pa- 
tient pays according to his ability. Border- 
line cases found by fluoroscopy are given the 
tuberculin test and, if cough and sputum are 
present, the sputum is examined for tubercle 
bacilli by the State Laboratory of Hygiene. 


So far, this plan is exactly that outlined by 
the state sanatorium for the early diagnosis 
of the disease. It is in treatment that we dif- 
fer from most of the rural counties of North 
Carolina. 


At the 1937 fluoroscopic clinic the doctor 
from the state sanatorium told me that, of 
the active cases he diagnosed at the clinic, 
over half would be dead before they could be 
admitted to the state sanatorium. This was 
attributed to lack of proper treatment and 
diet during the time they were on the waiting 
list for admission, and to the insufficient 
number of beds available at the state insti- 
tution. 


As the treatment of tuberculosis is more or 
less standardized, we determined that, as 
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nearly as possible, we would duplicate that 
given by our state sanatorium. 


Our treatment consists of (1) Isolation of 
active cases, (2) Absolute rest in bed, (3) 
Nourishing diet, and (4) Compression ther- 
apy, either by pneumothorax or by phrenic 
nerve operation where indicated and when 
possible. 

Isolation is accomplished, where the patient 
will cooperate, by having him admitted to a 
small hospital (12 bed capacity) furnished by 
the county and located on the county farm. 
Thus the danger of spread of the infecticn 


is minimized. Rest is more easily possible in 


that the patient is not distracted by the usual 
home worries. 

The hospital itself is small, having only 
one floor. There is an entrance hall, flanked 
by two large wards. Behind the entrance hall 
are the kitchen and living quarters for the 
two women who attend the patients. Such a 
hospital is inexpensive to build and equip. 
As the hospital is located on the County 
Farm, food supplies are available in abun- 
dance and at small cost. No attempt is made 
to force feeding, but the diet is general and 
nourishing. Extra vitamins are supplied in 
the form of tomato juice, orange juice, and 
cod liver oil. 


Pneumothorax is our method of choice in 
compression therapy. Equipment for this pro- 


cedure is inexpensive and simple to operate. 
It is beyond the scope of this paper to go into 
the indications for the procedure or its tech- 
nique. Suffice it to say that any good medical 
man or surgeon can learn the technique and 


indications by a short visit to his state tuber- 
culosis sanatorium. Where we are unable to 
get a collapse with pneumothorax, a phrenic 
nerve crush is done. 

Usually, these measures will greatly improve 
the patient in a few months. At least, they 
will slow down the progress of the disease to 
such an extent that he does not die before he 
can be transferred to the state sanatorium. 

Several of our patients have been sent to 
the state sanatorium for more elaborate 
therapeutic procedures, such as pneumolyses 
and thoracoplasty operations and then have 
been returned to us for continuation of treat- 
ment. 

Medical attention is rendered these pa- 
tients by the county health officer, by his 
family physician or by myself—as the pa- 
tient chooses. 


Conclusion 


A plan for early diagnosis and adequate 
treatment for tuberculous patients in rural 
communities has been presented. We feel that 
this is an effective, inexpensive plan and one 
that (if followed) will materially reduce the 
incidence of tuberculosis. 


CONSULT DIRECTORY SECTION OF JOURNAL 


With this issue of Diseases of the Chest, 
we have inaugurated a DIRECTORY SEC- 
TION for the listing of accepted sanatoria 
for the treatment and care of the tubercu- 
lous. 

You will find this DIRECTORY on page 31 
of this issue of your journal. We suggest that 
Physicians who are interested in referring 
their patients to private sanatoria, investi- 


gate the advantages which the management 
of these sanatoria can offer to private pa- 
tients. 

We also suggest that private sanatoria who 
are interested in obtaining a listing in this 
Directory Section of Diseases of the Chest, 
write to the Business Offices of the Journal 
for complete information concerning this 
service. 
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The Treatment of Bronchiectasis 


DEAN B. COLE, M.D. and WALTER L. NALLS, M.D. 


Richmond, 


|N THIS discussion we are concerned with the 

treatment of patients who have symptoms 
of bronchiectasis, and who, upon lung map- 
ping, show dilatations of the bronchial tree. 
Cough and expectoration are the universal 
symptoms and it is for relief of these that the 
bronchiectatic patient most often presents 
himself. Other symptoms, such as hemoptysis, 
fever, chills, sweats, fetor, emaciation, dys- 
pnea, and chest pain, often occur and may 
necessitate special consideration. Joint pain 
and skin eruptions are not unusual symptoms 
and frequently disappear when adequate 
drainage is established. Gastro-intestinal dis- 
turbances are less frequently encountered, 
but when present indicate a severe toxemia 
and suggest an amyloid disease. These symp- 
toms, too, often improve and sometimes dis- 
appear with adequate drainage. 


Upper respiratory infections are encoun- 
tered so often in association with bronchiec- 
tasis that a number of authors feel there is 
a direct relationship between the two condi- 
tions. Many theories such as direct extension 
through the _ respiratory tract, infection 
through the blood or lymphatic stream, and 
aspiration of infected material have been ad- 
vanced in explanation of this. As yet there is 
no agreement of opinion as to which of the 
conditions is primary and which is secondary, 
or whether both are manifestations of the 
same disease in different locations. Although 
it is generally conceded that treatment of the 
infection in the nasal accessory sinuses will 
not cure bronchiectasis, it is our opinion that 
possible sinus infection should be suspected 
in every patient having bronchiectasis and 
when present should be adequately treated. 
Because of this, it is our practice to routinely 
x-ray the sinuses of all of these patients. Since 
the infection in the sinuses not infrequently 
produces no localizing symptoms, this precau- 
tion has often enabled us to diagnose unsus- 
pected sinus disease and, by having this con- 
dition treated, make possible the relief of both 
conditions simultaneously. 


It is agreed that a cure of bronchiectasis 
can only be effected through surgery and, un- 
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fortunately, surgical removal of the diseased 
tissue is applicable in only a relatively smal] 
percentage of those afflicted. Pneumotomy 
was probably the first surgical procedure em- 
ployed in the treatment of bronchiectasis, but 
since simple incision and drainage of a dilated 
bronchus is insufficient to afford much re- 
lief in a disease characterized by multiple 
pockets, this method of treatment has beer, 
largely discarded. Treatment by cautery pneu- 
mectomy was described by Sauerbruch in 
1920 and by Graham in 1923. It is utilized 
rather extensively by the latter in cases he 
considers unsuitable for other forms of sur- 
gery. Graham in 1921 also recommended in- 
trathoracic compression with gauze packs, but 
this procedure was found to have only a lim- 
ited applicability. Thoracoplasty was utilized 
by a number of surgeons in the treatment of 
bronchiectasis, and in 1924 Hedblom, one of 
the strongest advocates of this procedure, re- 
viewed the literature on thoracoplasty in the 
treatment of bronchiectasis and summarized 
the results. It is rarely mentioned in current 
literature. Phrenicectomy was also used and 
symptomatic improvement was reported in a 
number of instances. It has since been aban- 
doned because of the temporary nature of the 
improvement and the possible harm result- 
ing from interference with drainage. Oleo- 
thorax and plumbage have been tried, but 
have not proved successful. Pneumothorax 
has been advocated in the treatment of bron- 
chiectasis since 1903, and in 1923 Tillman col- 
lected sixty-five cases reported in the litera- 
ture. Relatively few reports have appeared 
since. It is generally agreed that pneumotho- 
rax can do but very little good in the average 
case, and may be harmful. We have utilized 
pneumothorax in a few instances to control 
massive hemorrhage and have found it use- 
ful for this purpose, but we have not observed 
any curative effect on the bronchiectasis. 


Lobectomy and pneumonectomy have be- 
come increasingly more popular in recent 
years, and although the operative technique 
has been constantly improved it remains, even 
in the hands of skilled surgeons, a serious sur- 
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gical operation. The perfection of lobectomy 
and pneumonectomy has been largely respon- 
sible for the success attributed to surgery in 
the treatment of bronchiectasis since exci- 
sion of the diseased area is the only hope of 
permanent cure thus far developed. It is, 
therefore, replacing other surgical methods 
such as pneumotomy, cautery excision and 
collapse therapy. It has many limitations, but 
its indications are chiefly limited by the ex- 
tent of the disease and the ability of the pa- 
tient to withstand a serious operation. Best 
results are obtained in young individuals 
showing little or no evidence of toxemia, and 
found by lung mapping to have bronchiectasis 
confined to one lobe. Alexander states that 
lobectomy or pneumonectomy should never 
be performed for the cure of bronchiectasis 
without first mapping the entire bronchial 
tree. The mortality from lobectomy in a select 
group of young individuals without toxic 
symptoms may not exceed 3 or 4 per cent. 
Churchill reports his last thirty successive 
lobectomies for bronchiectasis and cystic dis- 
ease completed without mortality. This is one 
operation that is usually better withstood by 
children, as contrasted with their reaction to 
abdominal operations. According to Romanis 
and Sellors, patients having moderate tox- 
emia carry an operative mortality of about 
17 per cent from lobectomy. In the more toxic 
group the mortality from this operation may 
be 35 to 40 per cent. They also feel that a 
surgeon exercising fair judgment in under- 
taking a number of operations on patients in 
both the latter groups will have a probable 
mortality rate of fifteen or more per cent. 
In addition to shock, they enumerate as other 
possible risks emphysema, spreading pneu- 
monia, bronchial fistula, atelectasis, and gan- 
grene. The late results from lobectomy and 
pneumonectomy are not available since too 
few cases have been followed over a sufficient- 
ly long period of time, but available data in- 
dicate that favorable results will be perma- 
nent. 


The non-surgical treatment of bronchiec- 
tasis includes such measures as rest, or the 
so-called sanatorium regime, diet, climate, 
heliotherapy, intravenous therapy, vaccine 
therapy, inhalations, bronchial lavage, roent- 
gen therapy, postural drainage, bronchos- 
copic drainage, and direct intrabronchial ap- 


plication of drugs. 

Rest often affords temporary symptomatic 
relief, but seldom lasting improvement. Symp- 
toms usually return upon resuming exercise. 

All forms of diet have been employed, in- 
cluding high caloric, high vitamin, and aller- 
gic diets. Each of these may have a place in 
the treatment of certain individuals with 
bronchiectasis, but are not important in the 
general management of the disease. 

Change of climate may improve the con- 
dition of some patients, but usually is not 
worth the cost entailed. Beyond the avoidance 
of irritant gases and extremes of climate 
there is little evidence to indicate that a 
change of climate is of more than temporary 
benefit. 

The use of sun-light, quartz light and other 
lights has no particular value in treatment. 

The intravenous administration of salvar- 
san and other drugs may be helpful in com- 
bination with other forms of treatment. Its 
usefulness is limited to a few of the cases 
with fusiform spirochetal infection. 

A few cases of symptomatic improvement 
are recorded from the use of vaccines, but it 
is generally agreed that these have no par- 
ticular value in the treatment of bronchiec- 
tasis. 

The use of steam inhalations containing 
certain drugs such as eucalyptol, guiacol, and 
benzoin, formerly very popular, has been 
largely discarded. 


Bronchial lavage, either through or without 
the use of the bronchoscope, has given way 
to bronchoscopic aspiration, postural drain- 
age, and instillations of iodized oil. 


Roentgen therapy using large dosage has 
been tried by a number of investigators and 
good results have been reported by a few. 
Berck and Harris report excellent results prin- 
cipally in the reduction gf cough and expec- 
toration in all morphological types and de- 
grees of bronchiectasis. It is their opinion 
that this method of treatment is feasible as 
the sole treatment for chronic secreting bron- 
chiectasis. Many other investigators have not 
been impressed by the improvement obtained 
with roentgen therapy. 

Postural drainage is one of the few forms 
of treatment which has withstood the test 
of time. It may be made continuous while 
the patient is on bed rest, or the ambulant 
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patient may drain at more or less frequent 
intervals. Some authors advocate drainage 
hourly, but this is not practical for patients 
who are employed, either during hours of 
employment or of sleep. Many patients can 
drain three or four times daily and remain 
relatively free of cough and expectoration. 

The value of the bronchoscope in the treat- 
ment of foreign body bronchiectasis, and cer- 
tain cases having partial bronchial stenosis 
is obvious. The foreign body should be re- 
moved and bronchial constrictions dilated if 
possible. It has been proved that bronchos- 
copic aspiration is the most effective non- 
surgical means of emptying the bronchiecta- 
tic pockets of their secretions. Many patients 
are afforded considerable symptomatic relief 
by repeated bronchoscopic aspirations. 

The intrabronchial application of drugs by 
syringe or spray is not new. since for many 
years various drugs have been injected into 
the trachea and bronchi in the treatment of 
bronchitis and bronchiectasis. At the present 
time, iodized oil is extensively used in the 
treatment of these conditions and is relied 
upon almost solely for accurate diagnosis of 
bronchiectasis. So far as we know it has no 
definite bacteriocidal properties and we feel 
that its apparent beneficial action is pro- 
bably largely mechanical. 

Studies by Jacobaeus, Selander and Wester- 
mark on the emptying capacity of the bronchi 
led them to believe that they could distin- 
guish two phases in expectoration. The first 
phase, an expression of the emptying capacity 
of the larger bronchi, and the second phase, 
corresponding with the emptying of the bron- 
chioles and alveoli. The injection of lipiodol 
will often hasten the first phase emptying 
and since the oil is heavier than the sputum 


may make the evacuation of pus more com. 
plete. Ballon and others have shown that 
lipiodol may remain unchanged in the norma] 
lungs for weeks or months. They observed no 
lymphatic distension and hence no subsequent 
infiltration or fibrosis. Some investigators 
think that the iodine absorption may be an 
important factor in the influence of iodizeg 
oil on bronchiectasis. Others have shown that 
all inflammatory foci have a high affinity 
for iodine and store it in abnormally high 
amounts. Since the distribution of the dila- 
tations of lipiodol remains unchanged follow- 
ing the administration of the oil, it would 
seem to be most helpful in the less advanced 
forms of bronchiectasis. Ochsner, Lenk, Has- 
linger, Sgalitzer, D. H. Ballon and others have 
noted striking improvement following the 
therapeutic use of lipiodol. Other investiga- 
tors report little or no improvement follow- 
ing its use. Our experience leads us to be- 
lieve that when properly used, iodized oil is 
helpful in a large percentage of cases suffer- 
ing from bronchitis and bronchiectasis. 
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“DEPRESSION OR NO DEPRESSION” 


Since 1930, month after month, a unique 
series of educational-to-the-public advertise- 
ments have appeared on the first page of 
Hygeia. The sponsor’s name, Mead Johnson 
& Company, has to be looked for with a mag- 
nifying glass, and appears only for copyright 


purposes. Not a product is ballyhooed. In- 
stead, appears good, clean, convincing rea- 
sons, with choice illustrations, why mothers 
should seek pediatric advice from their phy- 


sician. 
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The Value of Bronchoscopy in 
Bronchiogenic Carcinoma“ 


GEORGE J. TAQUINO, M.D. 
New Orleans, Louisiana 


HERE are two outstanding features of the 

present status of bronchiogenic carcino- 
ma. Stated briefly, they may be said to sum 
up the progress which has been made in the 
past few decades on this disease entity. The 
first of these is the value derived from a 
closer cooperation of internist, radiologist. 
pathologist, and thoracic surgeon; and, the 
second is the important role played by the 
pronchoscope in the diagnosis and thera- 
peutic measures applied to this lesion. 

Medical literature is well supplied with 
recent articles on the subject of primary le- 
sions of the lung and bronchi, many of 
which open the discussion with a comment 
on the increasing incidence in the past 
twenty years of bronchiogenic carcinoma; 
but, whereas intensive studies are in pro- 
gress on occupational occurrence, sex dom- 
inance, and age incidence, most authors 
reach the conclusion that the increased 
number of reported cases is due primarily 
to advances in diagnostic facilities. 


Etiology 


Chronic irritation offers one of the best 
explanations for the frequency of bronchi- 
ogenic carcinoma. Therefore, influenza epi- 
demics as well as chronic tuberculosis have 
been suggested as possible contributing fac- 
tors, but no proof has been found whereby 
they could be accepted as definitely causa- 
tive. Furthermore, while opportunities for 
bronchial irritation are on the increase, it 
has likewise been impossible to prove any 
association on an etiologic basis from either 
Clinical or experimental evidence secured up 
to the present time. Such irritations as to- 
bacco smoke, exhaust gases, tar on roads, 
and dusty trades have been taken into con- 
Sideration. with the result that the general 
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concensus of opinion is that occupational 
significance in the incidence of bronchiogenic 
carcinoma is virtually nil, and housewives 
are as apt to develop the lesion as day laborers. 
Statistics show a predominance of the male 
over the female in incidence. Age apparently 
plays little part, since old and young are 
affected. However, the general rule with car- 
cinoma applies in this instance, and the great 
majority of cases occur in middle and late 
middle life. Statistics further bring out two 
interesting phases: one. that localization is 
more frequent to the right lung than to the 
left; and the other, that localization to the 
inferior lobes is somewhat more frequent 
than to the superior. 

A rapid review of this experimental evi- 
dence then strengthens the deduction that 
by far the greatest reason for the apparent 
recent increase in carcinoma of the lungs is 
the development of cooperation between the 
internist, radiologist, bronchoscopist, clinical 
pathologist, and thoracic surgeon. whose 
teamwork may develop the solution of the 
problem from every standpoint. 


Symptoms and Signs 


With its rise from comparative obscurity 
into a position of importance, primary car- 
cinoma of the lung or bronchus has been 
found to possess interesting clinical and 
pathologic features, the most disconcerting 
of which are its frequent insidious onset, the 
fact that symptoms which might lead to a 
positive diagnosis often develop late, and 
added to this, a tendency to mask its pres- 
ence by simulation of other acute or chronic 
pulmonary infections. It has become essen- 
tial, therefore, for clinicians to become con- 
scious of its true prevalence and to be on the 
alert to discern initiating symptoms which 
may lead them to suspect its presence. Pa- 
tients frequently have initial symptoms of 
acute respiratory infection or pneumonia, 
besides which the possibility of bronchiogenic 
carcinoma should always be considered in 
patients over 30 years of age, with pulmonary 
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abscess, in patients who fail to recover from 
lobar pneumonia, and in patients with per- 
sistent cough, chest pain, hemoptysis, and 
steady weight loss. A survey of the common- 
est physical findings are weakness progres- 
sing to hemiparesis, anorexia, proneness to 
fatigue, a lag on the affected side, dulness 
to flatness on percussion, diminished or ab- 
sent breath sounds, voice sounds, and tactile 
fremitus, associated with atelectasis or fluid, 
or both. Pain may be among the early symp- 
toms and is commonly diffuse over the lower 
chest and epigastrium or in the shoulder and 
back. Cough, sometimes of many months or 
even years standing, sputum which is mucoid, 
either white or frothy, and is rarely purulent 
unless obstruction and infection occur, dys- 
pnea and streaking or frank hemoptysis 
are also high in order of frequency. One of 
the most significant physical signs noted is 
evidence of bronchial obstruction as revealed 
by distant breath sounds, which is rarely 
seen in other pulmonary diseases without in- 
volvement of the pleura. and when it is ob- 
served without corresponding impairment of 
the percussion note over the area involved, 
carcinoma should be suspected at once. There 
are times when breath sounds are markedly 
reduced or absent, while the bronchial lumen 
on bronchoscopic examination does not ap- 
pear to be greatly narrowed. Distant metas- 
tasis may also present the first evidence of 
primary bronchial carcinoma. but this ob- 
viously presents pathologic difficulties in 
tracing the site of the carcinoma. Metastasis 
occurs chiefly in the bones, in the brain, in 
distant and regional nodes, and in the liver, 
pancreas, pleura, kidneys, adrenals, intestine, 
thyroid, pericardium, esophagus, lungs, dia- 
phragm, and so on. The above more or less 
late characteristics are those of obstruction. 
Certainly the diagnosis should be made be- 
fore these late signs. 


Bronchoscopy 


It has become a well established fact that 
one of the chief factors in the more frequent 
antemortem recognition of primary malig- 
nant growths in the air passages is the more 
general employment of bronchoscopy in the 
diagnosis and treatment of chronic pulmon- 
ary diseases and the removal of tissue for 
microscopic examination. Roentgenography 
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is likewise of inestimable value in the early 
recognition of these lesions, and, whereas jt 
may not be pathognomonic, it at least oftep 
leads to a provisional diagnosis, which, oj 
itself, is an initial step toward saving a pa. 
tient who might otherwise be doomed to 
death. The ease with which an x-ray is ob- 
tained is a point in favor for both patient 
and physician, as against the prevalent con- 
ception of the dangers encountered as wel] 
as the possibility of trauma in bronchoscopy. 
Bronchoscopy, in fact, is not an exceptional. 
heroic, and dangerous procedure, and, if 
undertaken with care and skillful manipula- 
tion, is no more dangerous than exploratory 
operations in other regions. This means of 
visualization not only definitely establishes 
a positive diagnosis, but the location of the 
growth is determined and the surgeon is aided 
thereby in selecting those cases which are 
thought to be best suited for operation, in 
addition to obtaining definite evidence re- 
garding the level at which the lobe or lobes 
may be amputated to reach the upper limits 
of the tumor. Of course, bronchoscopy may 
not determine the extent of the lesion and 
the possibility of malignancy should not be 
excluded on the basis of a negative broncho- 
scopy or biopsy, yet its value in the great 
percentage of cases cannot be denied, for it 
has been estimated that with the aid of this 
instrument over 75 per cent of all cases of 
bronchiogenic carcinoma can be diagnosed 
correctly. Statistical information further 
states that those patients upon whom a diag- 
nosis is verified by bronchoscopy, live approx- 
imately two and a half times as long as those 
in whom the tumor has not been visualized. 
because of early institution of therapy. 


X-ray Diagnosis 

In the light of present roentgenologit 
knowledge, it has become possible through f 
a more accurate understanding of the image 
presented by varying degrees of bronchial 
stenosis, to diagnose carcinoma of the bron- 
chus in an early stage, despite the fact that 
carcinoma actually never shows directly in 
a roentgenogram until in a very advanced Ff 
stage. This advanced roentgenologic work is 
being successfully employed locally by Dr. 
Granger in Charity Hospital. This means of 
diagnosis is based on studies which have re- } 
vealed the fact that if the bronchostenosis 
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is slight, it produces a slight opacity, due to 
diminished air content and hyperemia, and 
is localized to an area corresponding to the 
extent of the stenosed bronchus, which in 
lateral projection appears wedge-shaped, and 
is particularly pronounced during inspiration. 
A more marked stenosis causes a valve action 
resulting in rarefaction in the part of the 
lung which corresponds, to the extent of the 
stenosed bronchus, and in lateral projection 
likewise appears wedge-shaped, with more or 
less pronounced convex limits. It is more 
pronounced during expiration. Finally, the 
practitioners of this advanced roentgeno- 
graphy claim that when the stenosis has 
caused complete occlusion, there results a 
massive opacity due to atelectasis and hy- 
peremia, and localized to an area correspond- 
ing to the occluded bronchus. It appears 
wedge-shaped in lateral projection, with con- 
cave limits. The surrounding lung tissue is 
emphysematous. If the stenosis is chronic, 
bronchial carcinoma should always be sus- 
pected, and bronchography undertaken. True 
carcinoma of the lung or any tumor must 
grow, however, until it breaks into the bron- 
chus to be diagnosed by bronchoscopy. Once 
these tumors, whether they be benign or 
malignant, have grown sufficiently to ob- 
struct a bronchus, collapse of the lung be- 
yond the obstruction occurs, and only by 
bronchoscopy can this condition be differ- 
entiated from dense infiltration by carcino- 
ma. Furthermore, the tumor must have an 
intrabronchial portion in order that a particle 
may be removed for biopsy. 


Localization 


While it has been generally understood 
that bronchial carcinoma usually has its pri- 
mary localization in the main stem of the 
bronchus or in one of its branches of the 
first order, increased diagnostic facilities are 
demonstrating that many early bronchial 
carcinomas are localized to branches of the 
second or third order, and that it may spread 
not only peripherally, out into the lung, but 
also in a central direction following the 
bronchi so that in the final stage it ends by 
infiltrating the stem bronchus itself. 

The appearance of the tumors visualized 
bronchoscopically vary from the smallest 
nodule to a cauliflower mass, completely fil- 
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ling the main bronchus. The majority have 
an irregular granular surface, somewhat paler 
than the normal bronchial mucous mem- 
brane, and on removal are found to be ex- 
tremely soft in consistency, and bleed freely. 
Occasionally they are harder and redder in 
color. 

Bronchoscopy will reveal the presence or 
absence of tumor formation, although in 
some cases histologic examination will be 
necessary to differentiate between a tumor 
and granulous tissue. It is occasionally dif- 
ficult to differentiate between the shadow 
of a mediastinal growth and a pulmonary 
growth, which is situated close to the hilum. 
In the former instance, bronchoscopy shows 
a narrowing of the bronchus from without, 
usually a scabbard-like flattening, as opposed 
to the projection of the tumor mass into the 
lumen, and the mucosa in the stenosed area 
is normal in appearance on section. 

The past few years have encouraged the 
development of more accurate information 
on the pathogenesis of this condition, and 
considerable advance has been made along 
these lines in the adoption of the classifica- 
tion of these lesions as adeno - alveolar, 
squamous and “oat cell’ carcinoma. Adeno- 
carcinoma develops from columnar epithe- 
lium of the bronchus or from the mucous 
glands; alveolar carcinoma from the alveo- 
lar epithelium; and “oat cell’ from a specific 
basal cell; while squamous cell carcinoma 
depends upon metaplasia from the columnar 
to the squamous epithelium. 


Therapeutic Management 


The proper therapeutic management of 
bronchiogenic carcinoma is an important 
question. Advances in thoracic surgery have 
increased the proportion of patients for whom 
radical removal is possible, but a large num- 
ber of patients present themselves in too 
advanced a stage to permit of these measures, 
and the growths have to be destroyed by less 
radical measures, or palliation alone is pos- 
sible. There are two methods of treatment, 
irradiation and endoscopy with the broncho- 
scope. It has been advocated in employment 
of the latter, that the lesion be destroyed by 
means of an electric cautery or by the im- 
plantation of radon seeds. Radon seeds of 
platinum, gold, or silver may be inserted di- 
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rectly into the tumor or they may be applied 
in some form of container, which is left in 
the bronchus for a given time and then re- 
moved. There are definite variations in the 
technic employed, and only time and future 
experience will lead to the selection of the 
most desirable. Some operators insert the 
seeds directly into the tumor mass, instead of 
alongside of it in the bronchial lumen. In this 
way they can be distributed in different parts 
of the growth and are more likely to remain 
in position. The seeds become inert after 
fourteen days, although they are known to 
migrate, no symptoms have ever been reported 
as caused by their presence. 

The employment of either electrocoagula- 
tion or implantation of seeds is apt to open 
the lumen of a bronchus to such an extent 
as to relieve at least partially some of the 
atelectasis that is frequently present, with 
the result that there is better aeration of 
the diseased lung with drainage and a de- 
crease in the size of the atelectatic area, as 
demonstrated by x-ray. It is possible to re- 
move a pedunculated tumor endoscipically 
with electrocoagulation; but it must be borne 
in mind that the effectiveness of local appli- 
cation of radon seeds bronchoscopically may 
be lowered by the inaccessibility of the growth 
and the relative radioresistance of the cells. 
The method, however, may be of value when 
used in conjunction with surgery, especially 
in those patients in whom a small amount of 
tumor must be left in the bronchial stump for 
technical reasons or in those patients in whom 
there is a local recurrence in the bronchial 
stump. 

Although the study of primary carcinoma 
of the lung is in a stage of rapid and varied 
development, some phases of which are still 
baffling, a brief review of cases taken at ran- 
dom will not only substantiate the progress, 
made diagnostically. pathologically and ther- 
apeutically, but will also serve to illustrate 
the assertions made regarding the lesion. 


Case Reports 


The first case is that of a white male, about 
48 years of age. He was admitted to the hos- 
pital with a complaint of abdominal pain. 
Upon a general physical examination, it was 
noted that there was some lagging on the 
right side, but, otherwise, there were no 
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marked physical findings. An x-ray was re. 
quested, and it revealed a lesion in the right 
hilar region, with some atelectasis. The ragqj- 
ologist made a probable diagnosis of primary 
bronchiogenic carcinoma. Bronchoscopy 
lowed and material was removed for biopsy, 
which positively establ.shed the condition as 
carcinomatous. In this instance there were no 
indications of the disease which would have 
prompted the patient to apply for aid until 
the condition was too advanced. He died short- 
ly after adm/‘ssion to the hospital. 


The second case is that of a colored male. 
49 years old, who complained of coughing of 
six months’ duration, with dull aching sen- 
sations in the chest. The cough was produc- 
tive, but there had been no hemoptysis. The 
patient complained vaguely of a “fever in 
his stomach.” A physical examination of the 
chest was negative, except for a slight lag on 
the left side, slightly increased vocal fremitus 
on the lower left chest, and slight dulness on 
percussion over the left chest posteriorly. A 
radiograph made three days later showed 
some infiltration in the hilar zone of the left 
lower lobe, suggestive of pneumonia or pos- 
sibly bronchiectasis with pulmonary shrink- 
age. A bronchoscopy was then done and a 
lesion was noted in the left bronchus. A sec- 
tion was removed for biopsy, from which it 
was reported that upon dipping down from 
one surface, which was covered with a thin 
layer of stratified epithelium, there were 4 
number of masses of embryonal epithelial 
cells occurring in irregular shaped groups. 
infiltrating through the entire area removed. 
It was declared definitely carcinomatous in 
character. A rib resection and a lobectomy 
were performed one month later. The patient 
died two days after operation, due to the 
shock of the operative procedure. 


The third case is obviously one in which 
medical care was requested when it was to 
late to do anything for him. The patient was 
first seen complaining of pain in the right 
chest, and loss of appetite since a ‘cold’ 
three months previous. The diagnosis at this 
time was encapsulated pleural effusion 0 
the lower right chest with possibility of t- 
mor. Five hundred c.c. of fluid were removed 
from the pleural cavity, and the patient was 


discharged from the hospital after four days. 


His second admission to the hospital was one 
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month later, when he again complained of 
chest pain, with shortness of breath, increas- 
ing weakness, and continued loss of weight. 
The patient died one month after this of 
pronchiogenic carcinoma. The progress in 
this instance ran true to form. The physical 
examination of this patient was essentially 
negative, and in addition to the late com- 
plaints already mentioned might be added a 
poor appetite, and a “bad taste in his mouth.” 
An examination of the chest revealed lagging 
on the right side posteriorly, diminished fre- 
mitus and breath sounds posteriorly from the 
scapular angle to the base. Anteriorly, no 
pathology was noted. The first radiographic 
report mentioned a homogenous increase of 
density in the lower third of the right lung, 
obscuring the diaphragm and right heart 
border. A lateral view showed this density 
to be triangular and lying in the posterior 
half of the chest. These findings were con- 
cluded to be suggestive of fluid encapsulated 
between the right lung and posterior portion 
of the right diaphragm. Atelectasis in this 
region, however, could not be excluded. A 
second radiograph, taken after aspiration of 
the right pleural cavity, demonstrated en- 
capsulated effusion in the lower right chest. 
A radiograph made at the time of the second 
admission of this patient to the hospital, 
showed increased density over practically the 
entire right chest. The mediastinal contents 
were not displaced. The trachea was retracted 
to the right. The conclusion reached at this 
time was that the findings were most likely 
due to a thickened pleura, plus fluid. The 
following day, after the aspiration of 800 c.c. 
of fluid, the radiograph showed hydropneu- 
mothorax of the right chest with a small 
amount of fluid. The lung was collapsed about 
one-third, and there was an increased density 
over the right base, possibly due to an atelec- 
tatic lower lobe. A third radiograph, taken 
after bronchoscopy, showed hydropneumo- 
thorax in the right chest with fluid at the 
level of the eighth rib posteriorly. No lipiodol 


could be seen in the lower right lobe, but was 3 


seen in the middle and upper right lobes and 
the lower left lobe. During bronchoscopy, a 
Specimen was removed for biopsy, and the 
Pathologic report pronounced the condition 
as bronchiogenic carcinoma, type III, with 
secondary acute and chronic inflammation. 


The fourth and last report is that of a 
laborer from the country who was admitted 
to the hospital complaining of a cough, chest 
pain, malaise, and gradual loss of weight. 
These symptoms were of several months’ du- 
ration. The patient stated that he coughed 
up blood and dyspnea was present. He was 
admitted to the ward and treatment for tu- 
berculosis was instituted. The patient had no 
chills or fever in the afternoon, but com- 
plained of night sweats at times. He was 
slightly deaf and had been hoarse for five 
weeks. His appetite was poor, and he ate all 
food with discomfort. His physical examina- 
tion was negative for the most part, and his 
lungs were found to expand practically equal; 
there was little difference in fremitus; slight 
impairment on the left side; breath sounds 
came through clearly; the sounds were rough 
over the apices and bases, and particularly 
the right apices and the left bases. There were 
no definite rales. Bronchoscopy was per- 
formed and three small sections of material 
were removed for biopsy. These showed a 
positive carcinoma of the bronchus, sugges- 
tive of the squamous type. X-ray reports on 
this patient showed consolidation of the ma- 
jor portion of the left upper lobe, and adhe- 
sions to the left bronchus with marked eleva- 
tion of the diaphragm. One month later the 
X-ray revealed a large area of passive con- 
gestion and poor ventilation in the left upper 
lobe, most likely due to stenosis (carcinoma) 
of the second division bronchus. In the lower 
portion of the left chest there are definite 
signs of thickening and adhesions to the 
diaphragmatic pleura. This is a current case. 
Because of the large number of adhesions, 
this is probably not a case for pneumonec- 
tomy, but can better be treated by high vol- 
tage therapy. 

These cases, selected at random, typify the 
general characteristics of the disease. They 
were victims, however, of late diagnosis, hav- 
ing presented themselves at a stage where 
there was little or no hope of instituting 
either effective or palliative treatment. 


Discussion 


The facts brought out in reviewing the 
subject of bronchiogenic carcinoma are not 
new ones, but they still need repeating, with 
special emphasis on the early recognition of 
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this disease and its elimination before it gets 3. The two methods of treatment. whiep 
a foothold. Early diagnosis is the real need in offer the best hope at present in the contro 
the treatment of lung cancer, and supersedes_ of this dreaded disease, are surgery and radio. 
all other factors toward a favorable outcome. therapy, for those cases unsuited to operation 
The rapid strides being made in thoracic sur- 
gery make it possible to cure some cases, and 
a more careful study of the many aspects of 
the disease as a whole, which in turn results —arpuckie, Millard F.: The clinical diagnosis of pri. 
in earlier diagnoses, will certainly provide mary cancer of the lung, Ann. Otol. Rhin. & Laryng, 
means of instituting efficacious ther- and Wagner. David H.: Primary car. 
apy in those cases unsuited to radical meas- cinoma of the lung, J. A. M. A., 106:587, 1936. 

ures. Bronchoscopy holds an important place Brines, Osborne Allen, and Kenning, John Car: 


inoma, Am. J. Clin. 
in the field of early diagnosis of lung condi- Bronchiogenic carcinoma. Am. J. Clin. Path., 7:12) 


tions, as it is the only means by which posi- Kernan, John Devereux: Use of the bronchoscope jn 
tive proof can be obtained before the final diagnosis and treatment, M. Times, 65:225, 1937. 
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stages of the disease. bronchiogenic carcinoma, J. A. M. A., 109:2121, 1937. 


Ormerod, F. C.: The pathology and treatment of 
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1. Early diagnosis, so absolutely essential Pierce, C. B., and Ingersoll, C. F.: Bronchiogenic 
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To the Editor of adaquate means of protection; and having dis- 
Diseases of the Chest: covered that even in its restricted form the pro- 
Dear Sir and Colleague, ject of “sanitary towns” has not yet been adopted, 
I am sending you enclosed the manifesto which and mg all ei Pag to protect eter 
has been voted by the doctor members of the against chemical warfare have till now remaine 


Balkan Medical Union at their meeting for the 8 Proposals only, and that even the protocd 
5th Medical Week at Istanbul. I ask you earn- Prohibiting the use of asphyxiating gas¢has not 
estly to publish it in your publication. yet been ratified by all nations; has therefore 

The same manifest is addressed to the medical %¢Cided to address itself to doctors of every na- 
journals of the whole world with the aim of 0" with an appeal to take active measures and 
arousing, if possible, a favorable public opinion °° fulfill this professional and humanitarian duty 
for adopting the necessary measures against the of awakening and stirring public opinion. 


dangers to which a civil population will be ex- The Balkan Medical Union believes that only 
posed during a “total war”. enlightened international opinion can make plain 
With the assurance that this proposition will ‘®¢ imminence of the danger and the proved 
be warmly received by yourself, uselessness, even for the victor, of these terrible 
I am sir, Very truly yours atrocities, and can thus lead to effective action. 
“Prof. Dr. Akil Moukinter Ozden” The immutable truth that hate breeds only 


The President of the Balkan Medical Union. hate, and atrocity breeds vengeance must be im 
pressed on everyone. 


Resolution (Signed): Prof. Dr. Bensis; Dr. Scaramanga 

“The Balkan Medical Union, in session at Istan- (Athenes); Dr. Zika Markovic; Prof. Dr. K 

bul, for the 5th Medical Week; having taken into Sahovic; Dr. M. Simovic (Beograd); Prof. Dr. 

consideration the terrible sufferings which a Gheorghiu; Dr. Popescu Buzeu (Bucarest); Prof. 

total war will bring upon the civil population of Dr. Akil Muhtar Ozden; Prof. Sedat Tavat; Prof. 
open towns together with the total lack of any Dr. A. Suheyl Unver (Istanbul). 
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Organization News 


————@ -¢- —— 


Committee on Medical Schools 


Questionnaires were mailed to the Gover- 
nors of the American College of Chest Phy- 
sicians by the Committee for the Study of 
Undergraduate Teaching in Medical Schools, 
in connection with a survey which the com- 
mittee is making to ascertain the amount of 
time and the methods of teaching of lung 
disease to the medical students in the uni- 
versities and medical schools. 

It is hoped that a preliminary report on 
the activities of this committee will be pre- 
sented at the meeting of the American Col- 
lege of Chest Physicians at St. Louis, on May 
14th. 


Dr. E. W. Hayes, Monrovia, California, Chair- 
man of the Committee for the Study of Under- 
graduate Teaching in Medical Schools of the 
American College of Chest Physicians, and 
past president of the College, attended the 
meeting of the Committee for Medical School 
Education of the National Tuberculosis Asso- 
ciation at Chicago on February 14th. Dr. 
Hayes is a member of the Committee for Med- 
ical School Education of the National Tuber- 
culosis Association. 


Dr. Jas. S. Edlin, New York City, N. Y., a 
Fellow of the American College of Chest Phy- 
sicians and a member of the Committee of 
the College for the Advancement of Scientific 
Programs on Diseases of the Chest announces 
that a Clinical Society at the Municipal Sana- 
torium, Otisville, New York, has been formed 
to discuss papers on Tuberculosis. 


Dr. Warren C. Breidenbach, Dayton, Ohio, a 
Fellow of the American College of Chest Phy- 
sicians and a member of the Committee of 
the College for the Advancement of Scientific 
Programs on Diseases of the Chest, presented 
a “Generalized Discussion of Tuberculosis 
Therapy” before the Muncie Indian Medical 
Society. Dr. Breidenbach also read a paper on 
“Planography” (Body Section Radiography) 
before the staffs of the Good Samaritan Hos- 
pital and Miami Valley Hospital at Dayton, 
Ohio; and he opened the discussion and 
showed films on this subject before the Radio- 
logical Society of America at their annual 
meeting at Pittsburgh, Pennsylvania. Dr. 
Breidenbach will read a paper on “Body Sec- 
tion Radiography, with Especial Reference to 
the Control of Collapse Therapy” at the an- 
nual meeting of the American College of 


Chest Physicians to be held at St. Louis, May 
13-14th. 


Virginia Reports Tuberculosis Committee 


Dr. Dean B. Cole, Governor of the American 
College of Chest Physicians for the State of 
Virginia reports that the following physic- 
ians have been appointed by Dr. A. F. Robert- 
son, President of the Medical Society of Vir- 
ginia, to serve as a Tuberculosis Committee 
for the state medical society: 

Dr. Edgar C. Harper, Richmond, Director 
of the Virginia Department of Health. Chair- 
man; Dr. Frank B. Stafford, Charlottesville, 
First Assistant Physician at Blue Ridge Sana- 
torium; and Dean B. Cole, Richmond. 


Governor for State of Washington Reports 


Dr. Frederick Slyfield, Governor of the 
State of Washington for the American College 
of Chest Physicians reports that the follow- 
ing physicians have been appointed as mem- 
bers of the Tuberculosis Committee of the 
Washington State Medical Association: 

Dr. John E. Nelson, Seattle, Chairman 
Dr. Leslie P. Anderson, Elma 

Dr. S. L. Cox, Seattle 

Dr. Frederick Exner, Seattle 

Dr. Ross E. McPhail, Tacoma 

Dr. Frank S. Miller, Spokane 

Dr. Phillip Schonwald, Seattle 

Dr. Robert M. Stith, Seattle 

Dr. Leon G. Woodford, Everett. 

Dr. Slyfield states, “This committee gives 
good representation to the state as well as 
an adequate coverage of the tuberculosis field. 
Three members are engaged in private prac- 
tice and sanatorium work. Three are full time 
Medical Directors of Sanatoria, one of whom 
does thoracic surgery; and of the remaining 
three members, one is in private practice, one 
is doing full time clinic work, and the other 
member is an outstanding roentgenologist. 
Six of the nine committeemen are members 
of the American College of Chest Physicians.” 


Activities of Tuberculosis Committee 
in Washington State 


Dr. John E. Nelson, Seattle, a Fellow of the 
American College of Chest Physicians and 
Chairman of the Tuberculosis Committee of 
the Washington State Medical Association, 
gave an illustrated lecture before an assembly 
of 900 students of the Western Washington 
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flay 


The Pottenger Sanatorium and Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases; asthenics and others who require 


Write for particulars rest and supervised medical care . . . . An ideal all-year location. 
THE TTEN The grounds surrounding the Sanatorium are beautifully parked and 
a on add much to the contentment and happiness of patients. 
Close medical supervision. Rates reasonable. 
CALIFORNIA J. BE. Porrencen, M.D... Asst. Medical Director and Chief of Laboratory 
MONROVIA. Leroy T. Perznsen, Asst. Physician and Roentgenologist 


ROCKY GLEN SANATORIUM 


McCONNELSVILLE, OHIO 


FOR THE MEDICAL AND SURGICAL 
TREATMENT OF TUBERCULOSIS 


LOUIS MARK, M.D., Mepicat Director 
677 N. Hiah St., Columbus, Ohio 


H. A. PHILLIPS D. G. RALSTON, M.D. 


Superintendent Resident Med. Director 
A. A. TOMBAUGH, M.D. 
Resident Physician 


HENRY BACHMANN, M.D. 
Physician 


Graduate Nurses 


Whese the eslense of teectment te & Beautiful Surroundings Reasonable Rates 


ALBUQUERQUE, 
Southwestern 
Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 
* Well Country. 


Write For Information and Rates 


SANATORIUM 


(MARYENOLL SISTERS) 
MONROVIA, CALIFORNIA 


A sanatorium for the treatment of-tubercu- 
losis ond other diseases of the lungs. Lo- 
cated in the foothills of the Sierra Madre 
Mountains. Southern exposure. Accommo- 
dations are private, modern and com- 
fortable. General care of patient is condu- 
cive to mental and physical well being. 


StsteER Mary Epwarp, Superintendent 


E. W. Hayes, M.D., Medical Director 
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College of Education at Bellingham, Wash- 
ington. A similar illustrated lecture was given 
before a public meeting at Newport, Wash- 
ington, which was sponsored by the Pend 
Oreille County Tuberculosis League. 


Dr. Leslie P. Anderson, Elma, Washington; 
read a paper before the Rocky Mountain Tu- 
berculosis Conference at Salt Lake City, Utah. 
The title of Dr. Anderson’s paper was, “The 
Development of Allergy in Relation to Tuber- 
culous Lesions in Young Adults.” Dr. W. P. 
Penny, Tacoma, President of the Washington 
Tuberculosis Association also attended this 
conference. 


Dr. Byron F. Francis, Seattle, a Fellow of 
the American College of Chest Physicians; 
read a paper on “Emphysema” before the an- 
nual meeting of the Washington State Med- 
ical Association at Bellingham. The paper 
was discussed by Dr. Frederick Slyfield, Seat- 
tle, Governor of the American College of Chest 
Physicians for the State of Washington. 


Dr. Frederick Slyfield, Seattle, Governor of 
the American College of Chest Physicians for 
the State of Washington; read a paper before 
Health Forum, conducted by the Seattle 
Federated Woman’s Club entitled, “The Com- 
parison of Tuberculosis and Cancer.” Dr. Sly- 
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field also gave a lantern slide lecture on ty- 
berculosis to a class of student nurses at the 
Port Angeles Hospital and spoke before the 
doctors at dinner given in his honor at the 
hospital. The title of his paper was, “Specia] 
Forms of Treatment in Tuberculosis.” Dr. Sly- 
field contributed an article on “The Fallacy 
of Climate in Tuberculosis” for publication in 
the special edition of the Seattle Tomes com- 
memorating the 50th anniversary of the or- 
ganization of the King County Medical So- 
ciety, and he addressed a meeting sponsored 
by the Clallan County Tuberculosis League to 
launch their annual Christmas Seal Cam- 
paign. 


Dr. S. L. Cox, Seattle, reports nearly 6000 
Mantoux skin tests were given to high school 
students; and that instructive exhibits and 
tuberculosis films were shown at various fairs 
and at the meeting of the Washington State 
Medical Association. These were sponsored by 
the Washington Tuberculosis Association. 


At the invitation of the Director of the 
State Department of Health, a group of med- 
ical men representing the tuberculosis com- 
mittee of the Washington State Medical As- 
sociation, the Washington Tuberculosis Asso- 
ciation, and the medical directors of all the 
sanatoria in the state has been meeting 
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JOHN S. PACKARD, M.D. 


ELMER R. HODIL. M.D. 


Associate Physicians 


We have demonstrated tuberculous ulcer of the bronchus by the 
bronchoscope, and have had some excellent results with 
the coagulating current applied to the ulcer. 


DEVITT’S CAMP for TUBERCULOSIS 


ALLENWOOD, PENNSYLVANIA 


WILLIAM DEVITT, M.D. 
Physician-in-Charg= 
WILLIAM DEVITT, JR. 


Superintendent 


100 Beds for Crippled Children 


DR. ROBERT K. CAMPBELL 


Medical Director 


ST. JOHNS SANITARIUM, Springfield, III. 


Complete in every detail. Rates low—because of the services of the Hospital 
Sisters of St. Francis. 


200 Beds for Tuberculosis 


Address: 
SISTER ULRIKA, R.N., Supt. 
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BRONCHOSCOPY 


GEORGE P. PILLING &SONCO. 
_ ARCH & 23rd PHILADELPHIA 


FOR TUBERCULOSIS Pilling-Made Instruments Used by the Staff of the Chevalier Jackson Clinics. These cuthentic 
models are exact duplicates of those made by us for and used by the various Chevalier Jackson Clinics in Philadelphia. 
All made under our one reof and supervision, insuring proper inter-functioning of separate instruments. Order direct from 
us to avoid incorrect models. Bronchoscopic catalog sent on request. 


SPRINGFIELD 


Palmer Sanatorium 


A Private Sanatorium of the Highest Class. Very modern inclusive rates with no extra charges. Fully approved 
by the American College of Surgeons. Unusual refinements of service. New and modern buildings and equipment. 


A CONVALESCENT SECTION for non-tuberculous convalescents. 
Circulars on request: Dr. Georce Tuomas PAtMer, Medical Director. 


METHODIST SANATORIUM 


ALBUQUERQUE, NEW MEXIC 


A modern sanatorium for the Tuberculous — Four large modern well-equipped buildings and fifty cottages 
surrounded by beautiful lawns and trees— Open to all physicians—Reates $50.00 to $75.00 per month 
medical care extra. 

MRS. MINNIE G. GORRELL, Superintendent 


T 


THE 


LONG SANATORIUM 
EL PASO. TEXAS 
ALL ROOMS HAVE STEAM HEAT. 
HOT AND COLD RUNNING 
WATER IN ROOM. AND HAVE 
PRIVATE GLASSED IN SLEEP- 
ING PORCHES. 
All Recognized Treatments Given 
Write for Descriptive Booklet 
Rates $17.50, $20.00 and $22.50 per week. A. D. LONG. M. D. 
Nurses care and medical attention included 2 
Also Apartments for light housekeeping. MEDICAL DIRECTOR 


SOUTHERN 
SIERRAS 
SANATORIUM 
BANNING, CALIFORNIA 


Location, near but not directly on the 
desert (altitude 2,400) combines best 
e'ements of desert and mountain cli- 
mates. . . .A sustained reputation for 
satisfaction, both among physicians 
and patients. . . .Send your next pa- 
tient here, and you may be assured of 
his receiving maximum benefit, and of 
his full gratitude. 


Cc. E. ATKINSON, M.D. 
MEDICAL DIRECTOR 
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monthly since early fall to discuss and study 


chiefly the need for additional sanatorium 
facilities in the state. 


New Fellows Elected 


The Board of Regents of the American Col- 
lege of Chest Physicians announces that the 
following physicians have been elected as Fel- 
lows of the American College of Chest Phy- 
sicians since January 1, 1939: 

Dr. Sydney Bassin, New York, N. Y. 

Dr. Joseph Corsello, Wallum Lake, Rhode 
Island 

Dr. Harold G. Curtis, Cleveland, Ohio 

Dr. Paul William Gebauer, Cleveland, Ohio 

Dr. Arthur Quito Penta, Schenectady, N. Y. 

Dr. John Russell, Des Moines, Iowa 

Dr. Charles William Scott, Richmond, Virginia 

Dr. Severo Siasoco, Rizal, Philippine Islands. 


Dr. Edward J. O’Brien, Detroit, Michigan, 
Regent of the American College of Chest Phy- 
sicians was the guest speaker at the meeting 
of the Jefferson County Medical Society, 
Louisville, Kentucky, on December 5th. Dr. 
O’Brien spoke on the “Surgical Treatment 
of Pulmonary Tuberculosis.” The meeting was 


sponsored by the Louisville Tuberculosis As- 
sociation. 


Dr. Harold G. Trimble, Oakland, California, 
a Fellow of the American College of Chest 
Physicians was one of the speakers at a round 
table discussion on the “Newer Concepts and 
Procedures in Tuberculosis” given at the meet- 
ing of the Alameda County Medical Associa- 
tion on January 16th. 


Dr. Edward J. Murray, Lexington, Kentucky, 
Governor of the American College of Chest 
Physicians; addressed the annual meeting of 
the Kentucky Fellows of the American Col- 
lege of Physicians at Lexington on December 
19th. Dr. Murray chose as his subject, ‘““Tuber- 
culous and Non-Tuberculous Tracheo-Bron- 
chitis with Mediastinal Glands—A Presenta- 
tion of Two Cases.” 


Instruction on Tuberculosis at Tulane 


Dr. Julius L. Wilson, associate professor of 
medicine at Tulane University School of Med- 
icine, New Orleans, a Fellow of the American 
College of Chest Physicians, is now full time 
instructor at the school assigned in the field 
of tuberculosis and other diseases of the chest. 
State and parish tuberculosis organizations 
were instrumental in promoting this form of 
instruction for medical students and Dr. Wil- 
son’s services will be available to them for 
community campaign work. He graduated 
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from Johns Hopkins University School ; 
Medicine, Baltimore, in 1923 and comes ty 
Tulane from the Yale University School of 
Medicine, New Haven, Conn., where he was 
assistant clinical professor and in charge oj 
the tuberculosis division of the William Wir 
Winchester Hospital. J. A.M. A, 


Dr. Andrew L. Banyai, a Fellow and Goy- 
ernor for Wisconsin, of the American (Coj- 
lege of Chest Physicians spoke on the Diag. 
nosis of Early Pulmonary Tuberculosis before 
the Dodge County Medical Society at Beaver 
Dam, Wisconsin, on January 26, 1939. During 
the Fall of 1938 he gave a talk on Recent 
Advances in the Treatment of Tuberculosis 
at the annual meeting of the American Oc- 
cupational Therapy Association in. Chicago: 
on the Value of Clinical Research in Tuber- 
culosis before the Southern Sanatorium Con- 
ference in Louisville, Kentucky; and on Pneu- 
moperitoneum Treatment of Pulmonary Tu- 
berculosis at the annual meeting of the Mis- 
sissippi Valley Sanatorium Association in St. 
Louis, Missouri. 


Dr. F. M. Pottenger, Monrovia, California, 
a Fellow of the American College of Chest 
Physicians will read a paper before the Twenty 
Third Annual Session of the American Col- 
lege of Physicians to be held at New Orleans, 
March 27-3l1st. Dr. Pottenger’s paper is en- 
titled, “Living with the Weather,” and wil 
be delivered on Thursday Morning, March 
30th at 10:30 A. M. 


At the annual meeting of the International 
Post-Graduate Medical Assembly of South- 
west Texas, which was held at San Antonio, 
Texas, January 24-26; the following Fellows 
of the American College of Chest Physicians 
appeared on the program as guest speakers: 
Dr. Ismael Cosio Villegas, Professor of Clini- 
cal Medicine at the National University of 
Mexico and Dr. Jay Arthur Myers, Professor 
of Preventive Medicine of the University of 
Minnesota. Dr. Villegas read papers on “Sill 
cosis” and “Extrapleural Pneumothorax,’ 
while Dr. Myers gave four lectures before the 
assembly. He spoke on “The Determination 
of the Activity of the Tuberculosis Lesion, 
“Diagnosis and Treatment of Pulmonary Tl 
berculosis,” “The Control of Tuberculosis 
a Community,” and “The Evolution of Tuber- 
culosis in the Human Body.” Dr. Villegas was 
sponsored by Dr. Joseph Kopecky, and Dr. 
Myers was sponsored by Dr. Chas. J. Koerth. 
Medical Superintendent of the Woodmen 
the World Memorial Hospital and a Fellow 
of the American College of Chest Physicians 
A dinner was given in honor of Dr. Myers al 
the sanatorium on January 25th. 
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